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Abstract
Objective: The present study was undertaken to learn more about parents’
(i) knowledge regarding healthy foods, factors associated with food purchasing
and preparation, and current nutrition education resources, (ii) barriers to and
promoters for establishing healthy eating habits for children and families, and
(iii) interest in participating in nutrition interventions.
Design: Focus group interviews were conducted with parents of low-income
children from the Los Angeles Unified School District (LAUSD).
Setting: LAUSD Title 1 elementary schools where 50 % or more of students are
eligible for free/reduced-price meals.
Subjects: Sixty-four parents (93 % female; 84 % Hispanic/Latino) of elementary-
school students.
Results: The most common barriers to eating healthy foods were cost, difficulty in
getting children to eat healthier foods and easy access to fast food. Parents had a
basic knowledge about what foods are healthy and received most of their nutrition
education through the media. Parents expressed a desire for nutrition classes and
almost all of them said they would attend a nutrition programme at their child’s
school. Topic areas of interest included what to purchase, how to cook healthier
foods, how to encourage their children to eat healthier and how to read food labels.
Parents also requested classes that engage the whole family, especially fathers.
Conclusions: Parents in our study were interested in participating in nutrition edu-
cation programmes. The information from these focus groups was used to design a
parent nutrition education programme especially designed to respond to the needs





Childhood obesity is a worldwide problem and has
accelerated in recent years, especially in the USA. In
addition to genetics and a complex web of sociocultural,
economic, environmental, educational and psychosocial
factors, parental influence on children’s eating patterns
and food intake is an important predictor of the devel-
opment of childhood obesity(1–3). The Institute of Medi-
cine recommends parents promote healthful eating
behaviours and regular physical activity for their children,
emphasizing the importance of family involvement in
shaping children’s dietary and activity practices(4). Tar-
geting parents to improve children’s dietary and physical
activity behaviours is necessary for prevention and treat-
ment of children who are overweight and is considered a
feasible strategy, given that parents are mostly respon-
sible for food choices and can influence the eating pat-
terns and food intake of their children, especially during
childhood(4,5). Parental influence is thought to operate
primarily through modelling, providing opportunities for
children to observe their parents eating healthy foods or
engaging in physical activity, serving appropriate portion
sizes for age and setting limits for dietary intake(1,6–10).
In order for parents to impact their children’s food
behaviours and attitudes, parents need among many tools
the knowledge about healthy foods, resources to support
them in their nutrition education and the skills to purchase
healthy foods and prepare them in a healthy manner(11,12).
In previous qualitative work, parents expressed an interest
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and desire to learn about nutrition and in addition wanted
to know the ‘how’ for changing unhealthy nutrition beha-
viours(12). Nutrition education alone has been found to
accomplish limited positive changes in parent nutrition
behaviours. For example, a systematic review of interven-
tions at decreasing obesity in children younger than 2 years
old reported nutrition education programmes had limited
impact on improving dietary intake and parental attitudes
and knowledge about nutrition for children, and none of
the interventions improved child weight status(13).
Indeed, parent education alone is not sufficient to
promote healthy eating behaviours. The desire or moti-
vation to follow the US Department of Agriculture’s
(USDA) dietary guidelines about healthy food choices
and the opportunities (access and availability) to eat a
healthy diet are influenced by a number of factors that
can act as barriers or facilitators in promoting healthy
food choices; these factors include socio-economic status
and lack of access to healthy and affordable foods(11).
Among the most common barriers described in the lit-
erature are family schedules, lack of money to purchase
healthy food, lack of time to prepare healthy meals, the
accessibility and desirability of unhealthy foods, and lack
of knowledge about the nutrient content of unhealthy fast
foods(7,11,14). One study found parents blamed their
children for their unhealthy behaviour, making references
to poor appetites, picky eating, preferences for junk food
and fast food, and resistance to parental attempts to
encourage health behaviours(6).
In addition to barriers for parents in promoting healthy
food choices, there are challenges in stimulating invol-
vement among parents in nutrition education pro-
grammes(15–17). For example, work by Baranowski et al.
highlights how impacting healthy food intake at home is
challenging and developing effective interventions tar-
geting parents is difficult(17). Hart et al. also found parents
were not receptive to interventions aimed at encouraging
dietary behaviour change at a family or personal level(11).
In general, engaging low-income minority parents with
young children in preventive parenting interventions has
been found to be challenging because of competing time
commitments and priorities, unstable schedules and lack
of transportation(18).
In 2006, Network for a Healthy California–Los Angeles
Unified School District (referred to hereafter as ‘the
Network’) decided to initiate a series of activities to
assess the feasibility of creating intervention components
targeting the parents of low-income children. As part
of these formative research efforts, the Public Health
Nutrition Friendly Team of the University of California at
Los Angeles (UCLA) conducted a series of focus group
interviews with parents of children from Los Angeles
Unified School District (LAUSD) Title 1 schools to learn
more specifically about LAUSD parents’: (i) knowledge
regarding healthy foods, factors associated with food
purchasing and preparation, and current nutrition education
resources; (ii) barriers to and promoters for establish-
ing healthy eating habits for children and families; and
(iii) interest in participating in nutrition interventions. The
UCLA School of Public Health Nutrition Friendly Schools
and Community Group has been working with the Net-
work on nutrition education programming for many years.
Most of the Network’s direct efforts have focused on low-
income children. Focusing on the low-income and racial/
ethnic minority populations to answer these questions is
of particular interest given that the prevalence of obesity
among US adults and children is much higher among
racial/ethnic minority populations such as Hispanics/
Latinos and African-American compared with Caucasians.
Individuals of low socio-economic status, particularly
women and children within minority populations, appear
to be particularly affected by obesity(19,20).
Methods
Study context
LAUSD is the second largest school district in the
USA, and has the second largest federally funded food
programme and the largest federally funded breakfast
programme in the country. Over 70 % of the student
population in the LAUSD is Hispanic. Forty-two per cent
of elementary- and secondary-school children in the
District are obese or overweight. Prevalence of obesity
varies by race/ethnicity, with Hispanics/Latinos (27 %)
and African Americans (22 %) having a higher prevalence
than whites (13 %) and Asians (12 %)(21,22). The percen-
tage of overweight schoolchildren has generally been
increasing at a faster rate at LAUSD than at other school
districts in Los Angeles County(23).
In 2000, the Network was launched in response to the
growing childhood obesity epidemic(21,24–26). The pur-
pose of the Network was to coordinate the delivery of
nutrition education messages to the low-income popula-
tion eligible for the USDA Supplemental Nutrition Assis-
tance Program (SNAP) and to navigate and understand
the SNAP programme(27). The Network has grown since
the year 2000, and now reaches 233 000 LAUSD students
attending Title 1 schools through classroom and outreach
activities, and more than 9300 teachers, school nurses and
other school personnel. The majority of the programme’s
resources are focused on educating the children through
their teachers during the regular school day. In addition,
the Network was providing limited nutrition education
for parents at the time of the present study by offering
one workshop per year and a few presentations focused
on basic nutrition. Through this prior work, and recom-
mendations from the LAUSD programme advisory board
and schools participating in the Network, we embarked
on developing a more extensive programme to engage
and educate parents within the district on the importance
of optimal nutrition and physical activity.
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Sample
Schools
Schools were eligible for the study if they were Network
schools (i.e. Title 1 elementary schools where 50% or more
of their students were eligible for free/reduced-price meals)
and received funding from the USDA. The Network pro-
vided the UCLA Nutrition Friendly Schools and Communities
Group research team with a list of thirteen participating
Network schools that were historically open to participating
in Network programmes and might be receptive to holding
a focus group interview for parents. An introductory letter
was sent to the principal of each elementary school on the
list to inform him or her of the purpose of the study and
request permission to recruit parents and conduct focus
group interviews at their school. It was made clear to the
principals that participation was voluntary and no negative
outcomes would come to them or their school for not par-
ticipating. Interested schools were asked to contact UCLA.
Approximately one week after the introductory letters were
sent, follow-up telephone calls were made to the principals
if they did not respond. A total of five of the thirteen schools
agreed to participate in the study. The participating schools
were dispersed geographically throughout the District. The
schools ranged in size and calendar type from 389 students
on a traditional calendar to 1108 students on a year-round,
four-track calendar. All five schools had a high percentage
of students receiving free/reduced-price meals ranging
from 81?9% of the student population to 94?0%. Most of
the schools had a predominantly Hispanic/Latino student
population; see Table 1 for school characteristics. A date and
time for the focus group(s) was arranged with the principal
at each school. When possible, they were arranged prior to
or after an already scheduled parent meeting.
Parents
Parents were eligible for the study if they were a parent of a
child in a Network school. At the selected schools with
principal permission, parent recruitment flyers in English and
Spanish were sent home with all students. The recruitment
flyers detailed the purpose of the study and the focus
group(s), the date, time and location of the focus group(s),
incentives for participating and instructions for enrolling.
Additionally, these flyers were posted in parent centres.
Parents were asked to telephone UCLA research staff to
enrol in the focus groups and indicate which language they
preferred (English or Spanish). Reminder telephone calls
were made to all enrolled parents the day before the
focus group.
The study was approved by the LAUSD Program Eva-
luation and Research Branch and the UCLA Institutional
Review Board.
Procedures
Nine focus groups were held with sixty-four parents of
students from LAUSD elementary schools. Two focus
groups were conducted in English (eight individuals per
group) and seven focus groups were conducted in Spanish
(six to eight individuals per group). A brief questionnaire
lasting approximately 10–15min was administered to par-
ents prior to the focus group to determine their demo-
graphics and to assess their current and past use of the
Network nutrition programmes. The UCLA School of
Public Health research team collaborated with the Network
to develop the questions for both the focus group inter-
view guide and questionnaire, which were guided by the
literature, research objectives, topics covered in previous
nutrition workshops, investigators’ experience with this
topic and population, and other topics that could be used
for programme development. Focus groups were con-
ducted in either English or Spanish by one bilingual
(English–Spanish) facilitator from UCLA who had extensive
experience working with the target population of low-
income parents. The focus group facilitator was a doctoral
student and was trained by a doctoral-level project man-
ager who provided one-on-one training regarding the
focus group research goals, protocol and focus group
interview guide. This particular doctoral student had prior
experience both in moderation of focus groups and
working with the population of interest. In addition to the
trained doctoral student moderating the focus groups, the
project manager attended all focus groups and assumed
the role of ‘note taker’. Both English and Spanish versions
of the questionnaire were available. Semi-structured
interviews were loosely guided by the Health Belief Model
including general predisposing, enabling and reinforcing
factors associated with good dietary practices(28).
Focus group interviews
Parents participated in either an English- or Spanish-language
focus group discussion lasting approximately 45 min.














School 1 815 94 90 2 3 5 ,1
School 2 992 89 68 7 18 6 ,1
School 3 1089 86 99 ,1 ,1 ,1 ,1
School 4 1108 91 87 4 3 5 ,1
School 5 389 82 26 66 3 4 ,1
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A semi-structured guide was used to explore topics
related to learning, more specifically about parents’:
(i) knowledge regarding healthy foods, factors associated
with food purchasing and preparation, and current
nutrition education resources; (ii) barriers to and pro-
moters for establishing healthy eating habits for children
and families; and (iii) interest in participating in nutrition
interventions. The focus group facilitator probed for
more information in order to clarify points made on
certain topics and to get participants to expand on their
responses to topics or questions. Focus groups were
recorded and transcribed verbatim, with the Spanish
interviews translated into English.
Data analysis
Univariate analyses were used to assess demographic
characteristics and parent involvement in the educational
activities of the Network.
During the focus group transcription process, partici-
pants were not identified by name to ensure their privacy.
To increase inter-rater reliability, three reviewers inde-
pendently reviewed the data and identified recurrent
themes and selected comments supporting each theme.
The three coders were faculty members at the UCLA School
of Public Health with extensive research background in
nutrition and paediatrics. Lists of recurrent themes were
compared across reviewers and common themes were
identified. Under the three objectives, there were two major
themes that emerged across all focus groups and minor
themes or responses that were seen in two or three of the
groups but not across all nine. Based on the three reviewers,
the two major themes are described below as well as a list of
most relevant comments best supporting these themes and
the minor themes organized under the three objectives.
Analysis continued as an iterative process through
discussions and refining of the major themes using
grounded theory. Grounded theory focuses on generating
theory from qualitative data that will be relevant to one’s
own research, in contrast to beginning with a theory and
then using the data to verify it(29).
Results
Sample
Almost all of the participants were female (93?2 %) and
identified as Hispanic/Latino (84?7 %). Mean age was
38?4 years. The majority (75?0%) of participants completed
the questionnaire in Spanish. All parents (n 64) who
participated in the focus groups completed the ques-
tionnaire; see Table 2 for participant characteristics.
Just over half (51?7 %) of the parents indicated they had
attended a parent nutrition programme or meeting at their
child’s school. The percentage of parents who partici-
pated in the different nutrition workshops is presented in
Table 3. Parents mostly attended workshops on nutrition
education and healthy cooking. Almost all (90?6%) of the
parents indicated they would attend a programme or meet-
ing about nutrition or physical activity at their child’s school.
Focus group interviews
Two major themes were identified during the focus
groups. The first was the balance of the pluses and
minuses determining the decisions on healthy eating. For
instance, families weighed the barriers to healthy eating
such as cost, child’s taste/preferences and time against
the knowledge of what is healthy eating and the child’s
food preferences for healthy foods when making deci-
sions about food purchasing and food preparation. The
second theme was the topic of the child and family and
its importance not only in motivating parents in making
healthy choices for the health of the family, but also in
including as many of the family decision makers in
nutrition education efforts. These two major themes and
the additional minor themes are described below under
the three objectives for the study.
Objective 1: learning more about parents’ knowledge
regarding healthy foods, factors associated with food
purchasing and preparation, and current nutrition
education resources
Basic nutrition knowledge helped guide parents in food
purchasing. The majority of parents reported a basic
knowledge about what is healthy, identifying all of the food
groups and in particular fruits and vegetables, beans, pita
bread, low sodium, low-fat milk, low saturated fat, natural
foods and how foods are prepared. Many participants
Table 2 Demographic characteristics of participating parents (n 64),
Los Angeles Unified School District, Los Angeles, California, USA






African American 3 5
Asian/Pacific Islander 1 2
American Indian/Alaska Native 1 2
Other 5 7




Table 3 Topic of parent nutrition programme attended (n 30)
What was the programme or meeting about? % Yes*
Nutrition education 86?7
Healthy cooking 56?7
Your child’s health 46?7
Food stamps 20?0
*Results add up to greater than 100 % because participants were able to
select more than one response.
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noted the method of cooking as what makes a food
healthy (roasting, baking, broiling or boiling). The major
theme of balancing healthy with less healthy options was
expressed related to food preparation:
y when I cook something that I know has a lot of
grease, I make a salad on the side with a lot of
lettuce, cucumber.
Parents also had a basic knowledge of the fact children
need smaller portion sizes than adults:
y if I give him a little bit of a sandwich, we can say, I
give him the half, and about two slices of fruit and one
carrot y and I prefer him to ask me for more than for
him to tell me ‘No, it’s too much, I’m not eating.’
Some parents did state, however, they didn’t know
what healthier options were and others stated they didn’t
know how to make food healthier.
Parents identified what factors determined what foods
they would buy at the grocery store and how they prepared
their meals. These factors often reflected how their nutrition
knowledge played an important part in their decisions of
what foods to buy. Furthermore, they considered the health
of the child and family when purchasing the food, some-
times choosing foods they considered healthier even if it
was more expensive. Quality of food, freshness and foods
known to be healthy were identified as factors in purchas-
ing foods. When purchasing and preparing foods, parents
reported trying to make healthier choices and substitutions.
Many parents also thought about what the child might like
to eat in regard to healthy foods and would even buy the
more expensive vegetable if the child wanted to eat it.
While cost influenced purchasing, parents tried to balance
quality and cost.
Less frequently mentioned factors influencing food-
purchasing decisions were limited time, limited room to
store healthy food items, living in a community with a
lack of markets that sell healthy foods, and not knowing
how to read a food label. The barriers of time and lack of
availability and accessibility were also identified in the
sub-themes for barriers to healthy eating.
Parents reported their sources of nutrition education
were multiple, suggesting multiple opportunities to reach
parents. Parents indicated they were self-taught although
they were open to classes, especially if they included
other family members, reflecting one of the major themes
of considering the family as an important factor in healthy
nutrition in this population. The participants learned
about nutrition through reading and various media
including television (TV), radio, newspapers and maga-
zines. Relatives, physicians and food markets were also
identified as sources of nutrition education. For example,
parents reported learning about nutrition in:
y classes for parents and the recipes in the
magazine.
It was a friend of mine that was very health
conscious like I said with the fresh vegetables, she
is the person that started me on the healthy
vegetables and eating the fruit and how to make
different snacks; so actually it came from a friend.
Of note, the most frequent response of who was the
most trusted source of information was the physician.
However, some participants expressed that physicians
often did not provide any guidance related to nutrition
and their overweight children, suggesting the physician
visit is a missed opportunity for this population. Although
they stated they would believe the doctor,
He doesn’t say anything about that. I take my little
fat girl to the doctor and nothing. No. Well, they say
we should read and there are things you can take,
but no they do not recommend anything for the
nutrition issue.
Objective 2: learning about parents’ barriers to and
promoters for establishing healthy eating habits for
children and families
Participants were first asked what healthy eating meant to
them. From this discussion participants were asked if they
thought their diet included enough healthy options. Par-
ticipants expressed they wanted their families to consume
more healthy foods. This led to a discussion of what were
the major barriers in their lives to buying and consuming
healthier food. The most often mentioned barrier was
cost, followed by child’s food preferences for unhealthy
foods compared with healthy foods, and lack of time for
food preparation leading to purchasing meals at fast-food
establishments:
Healthy food? It costs more. Like if you want to get
nice quality food, if you want to shop for healthy
foods, it’s almost not possible for us, being low-income
families. But we’re trying our best to buy our best.
In addition, many parents mentioned their children do
not like the taste of ‘healthy’ food and therefore won’t eat
it. Thus, parents expressed difficulty in promoting healthy
eating and convincing their child to eat healthy foods. In
contrast, parents stated their children like ‘junk food’.
Child’s food preferences are thus a predictor to eating
behaviour. When children prefer fast-food establishments
it is made even more challenging for the parents; they
described the constant struggle with their children between
healthy food and fast food since fast-food establishments
are everywhere:
My child has a tantrum if he sees any fast food place
and that makes it really hard.
She doesn’t like potatoes, broccoli, and carrots. I have
to come up with inventions for her to eat them.
I am having a battle with him and fruit and trying
not to put the chips in there.
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Lack of time was identified as the other major barrier to
eating healthy and, as a consequence, ‘fast food’ was a
convenient option.
Objective 3: learning about parents’ interest in participating
in nutrition interventions
The parents expressed a willingness to participate in
group nutrition education. They were most interested in
participating in interactive activities rather than just
learning specific facts. Specifically, they wanted to learn
how to cook and how to cook healthier foods – especially
how to substitute/modify recipes so that they are healthier
and their children will find the modified food tasty. They
also wanted to learn how to teach their children how to
be healthy and make nutritious choices:
Practice what you’re learning. If you don’t practice,
how will you learn it?
Yes! Someone just showing how.
A cooking demonstration where everybody gets to
have a taste.
In addition, parents felt that written materials in the
form of pamphlets or brochures would be an ideal
method to provide information, similar to how they were
learning nutrition information already. A few parents said
they would appreciate receiving a DVD, CD or video with
class information:
Apart from the demonstrations, they could give us
books or magazines. Something like that.
As for topics to be covered in the nutrition education
class, the most common responses were basic informa-
tion including why it’s important to eat healthily, cooking
healthily/making healthy substitutions, how to encourage
children to eat healthier, portion sizes, the role of differ-
ent vitamins and nutrients, label reading to identify what
ingredients were in various foods, and ideas for exercise.
They want ‘labels that would include what was in
vegetables so they know which ones have more iron’ and
also labels that say ‘it’s good for your bones, brain and
kidneys’:
How to cook with products that are, you know,
more accessible to us.
Like we’re used to using oil, something that can be
used doing the same thing, but that is not oil.
I would like to learn how to read the labels because
there are times that we read the labels with the
nutritional value. And sometimes it says so much –
that we don’t know what calorie means.
Participants were asked questions regarding the logis-
tics of attending nutrition education classes, such as the
time of day that would be most convenient, preferable
location and who should be invited to participate.
The major theme of including the family in the nutrition
education was expressed and the times for the classes
reflected this wish.
There was not a clear best time of day to attend
nutrition education classes for the focus group partici-
pants. Most of the participants indicated either before or
after school, when parents are dropping off or picking up
their children, would be best. Some indicated during
school hours would also be a possibility. There was no
preference regarding what day of the week the nutrition
education classes should be offered. Regarding length of
the class, most participants felt 1?5 to 2 h one time per
month would be acceptable. Overwhelmingly, parents
felt the school was the ideal location for the nutrition
education classes.
Participants liked the concept of a nutrition class and
thought it would be an effective way to improve nutrition
for the whole family. They indicated the entire family
including fathers and children should be included in the
nutrition programmes when possible.
To entice parents to attend the classes, food vouchers
or gift certificates and/or other types of prizes including
food and kitchen items were identified as attractive
incentives for participation. Additionally, parents felt
providing recipes would be an ideal incentive for parents
who attended the nutrition education classes:
If you say there is going to be a recipe given, we are
serving a meal and you are going to have the
opportunity to be on hands preparing it. I think a lot
of people would come.
The first thing they ask is if we’re going to have
prizes or give out food.
Well you have to come because of the children
because it’s their future.
I would be happy with recipes.
The incentives and basically to learn how to be
more nutrition.
Discussion
Focus group interviews were conducted with parents of
children from the LAUSD to gain a better understanding
about parents’: (i) knowledge regarding healthy foods,
factors associated with food purchasing and preparation,
and current nutrition education resources; (ii) barriers to
and promoters for establishing healthy eating habits for
children and families; and (iii) interest in participating in
nutrition interventions. Two major themes emerge from
these focus groups: (i) the balance of the pluses and
minuses determining the decisions on healthy eating; and
(ii) the topic of the child and family and its importance
not only in motivating parents in making healthy choices
for the health of the family, but also in including as many
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of the family decision makers as possible in nutrition
education efforts. The discussion below is organized to
follow the three objectives for the study. While during the
focus group discussions the researchers asked questions
focused specifically on the objectives, the participants had
similar responses related to the first and second objectives.
Objective 1, to learn more specifically about LAUSD
parents’ knowledge regarding healthy foods, factors
associated with food purchasing and preparation, and
current nutrition education resources, was met. Parents in
the study sample had a basic knowledge about what
foods are healthy and expressed an interest and concern
about nutrition and its relationship to health. They con-
sider their children’s health when shopping and prepar-
ing foods for their families. They try to choose nutritious
foods and seek ways to prepare these foods in a more
healthful manner for the family. Other researchers
describe this theme of making choices due to the health
of the family(11,12). Studies have found parents not to be
receptive to interventions aimed at specifically changing
dietary behaviour, but are more motivated to engage in
healthy behaviours and positive health beliefs within the
family setting(11,12). Hart et al. suggest parent-targeted
strategies should emphasize: (i) awareness-raising inter-
ventions such as promoting the acceptance of healthy
foods and behaviours through repeated exposure tech-
niques; (ii) encouraging family responsibility for diet and
exercise rather than just providing parents with ‘specific
guidelines’ to follow; and (iii) promoting dietary variety to
tackle the myth of healthy eating as restrictive, expensive
and unattainable(11). Parents’ knowledge of healthy foods
and their child’s food preferences related to healthy foods
influenced food purchasing and preparation and parents
balanced this with the barriers to healthy eating.
Parents reported multiple sources of nutrition education,
suggesting multiple opportunities to reach parents. They
reported receiving most of their nutrition education through
various media sources (e.g. TV, radio, Internet, newspapers,
magazines and books). Many parents reported TV was
especially useful for learning new recipes and new ways to
prepare foods that are healthier. Mothers and physicians
were also identified as important sources of nutrition
information. Unfortunately, parents in the study stated their
physicians did not provide them with nutrition information.
Other researchers have reported this finding, although
parents desire such information from their physicians(12).
Future interventions should consider providing parents
with the skills necessary to communicate with physicians
regarding questions and concerns related to their children’s
health and behaviour.
Objective 2, to learn more specifically about LAUSD
parents’ barriers to and promoters for establishing healthy
eating habits for children and families, was met. The most
common barriers to eating healthy foods were cost, dif-
ficulty in getting their children to eat healthier foods and
easy access to fast food. These findings are similar to
those in previous studies(6,11,13,30). For example, work by
Goh et al. showed parents reported easy access to
unhealthy food contributed significantly to unhealthy
food choices, and often chose fast food for family meals
because of ease and low cost(13). Hesketh et al. also found
that parents reported increasing numbers of fast-food
restaurants as obstacles to healthy eating(30). Interven-
tions could include teaching parents how to increase
healthy food intake, prepare healthy foods on a limited
budget, provide recipes for tasty snacks and dinner
entrées that are quick and easy to make as alternatives to
fast food, and provide parents with strategies to limit
exposure to and consumption of unhealthy foods(6).
While parents identified these barriers, they also weighed
the importance of their child’s health and food pre-
ferences against these barriers and often the child’s health
and food preferences helped to overcome the barrier
such as cost. The weighing of the pros and cons for
decision making related to the health of the child was a
major theme during the focus group discussions. The
knowledge of what was healthy for their children was
clearly a promoter for good health outweighing barriers
such as cost.
Objective 3, to learn more specifically about LAUSD
parents’ interest in participating in nutrition interventions,
was met and additional information on how to implement
the classes was elicited. Parents in our study were clearly
open to learning about nutrition, with half reporting
participating in some nutrition class and the vast majority
(90 %) indicating they would be willing to take a class.
They expressed a desire for nutrition classes in a school
setting, saying it would be an effective way to improve
nutrition for the whole family. The theme of including the
whole family recurred multiple times in the focus group
discussions, especially when discussing nutrition classes.
Expert work groups recommend exactly this strategy of
engaging the whole family in interventions that treat
and prevent childhood obesity(4). Supporting parents in
making healthy food choices for themselves is one form
of family engagement and could be an important strategy
in improving children’s diet.
There were limitations to our study. First, we chose
focus group interviews as our method to explore barriers
to and promoters of health eating. This methodology
facilitates in-depth discussion of individual perspectives
within the context of a larger group but may over-
represent specific participant contributions; therefore,
aggregate group data may not reflect equally the specific
concerns of every group participant. Also, convenience
sampling and selection bias (mostly Hispanic/Latino
women) limit the ability to generalize our results to all
LAUSD parents. Furthermore, due to time restrictions we
did not obtain detailed demographic information about
the focus group participants and therefore do not have
details about size of household, number of children in the
family and other demographics.
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Parenting behaviours have been identified as an
important factor in shaping children’s dietary prac-
tices(3,4,8,10,31). In order to meet the Dietary Guidelines for
Americans (2005) and reverse the trend of children who
are increasingly overweight or obese, parents should be a
key focus in nutrition interventions to promote healthy
eating among children(4). While limited time, accessibility
and preference for unhealthy foods and cost are chal-
lenging barriers to overcome, participants in these focus
groups offer insight into how they balance this with the
desire to buy and prepare healthy foods their child likes,
their knowledge of healthy foods and how to prepare
them, and their access to multiple sources of nutrition
information. Furthermore, the focus group findings are a
promising indication parents would be receptive to
interventions aimed at encouraging healthful eating
behaviours for their children and family. The present
study adds new information to the small body of existing
literature on low-income predominantly Latino parents’:
(i) knowledge regarding healthy foods, factors associated
with food purchasing and preparation, and current
nutrition education resources; (ii) barriers to and pro-
moters for establishing healthy eating habits for children
and families; and (iii) interest in participating in nutrition
interventions. Focusing on the health of the family,
engaging the whole family in these discussions and
educational experiences, and discussing and presenting
the pros and cons of choices related to nutrition and
physical activity could help support families in a healthier
lifestyle. The results of our focus group study led to
the development and implementation of a school-based
parent nutrition education programme consisting of five
90-min workshops during the 2008/2009 academic year.
Findings from that study are currently in press and sug-
gest that the school site may provide an ideal setting to
intervene with parents on their knowledge about food
and nutrition topics(32).
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